Aneurysms of the intrathecal portion of the internal carotid artery are commonly treated by ligation of one of the carotid arteries in the neck. After ligation of the internal carotid artery, subsequent angiographic demonstration of the site of such an aneurysm may prove difficult or impossible; but if ligation has been confined to the common carotid the internal carotid artery usually remains patent, and its injection either by percutaneous puncture or after its exposure then gives good filling of the aneurysm site.
This study has been undertaken to examine 25 such cases in detail, to discover what happens to these aneurysms following carotid ligation. With the exception of cases 6, 21, and 24 they were extracted from a consecutive series of carotid aneurysms reported elsewhere (Gibbs, 1962) .
In the illustrations, traced in the first instance on polythene film, the posterior communicating and ophthalmic arteries have been reproduced whenever filled on angiography. In each case the anterior cerebral artery is identified by dots: two dots if it is continued on to fill the pericallosal artery and one if it fades away at that level. Clinical features have been summarized in the table. have completely disappeared in seven, to be much smaller in eight, and only slightly smaller in the rest'. None were reported as unchanged. In this series, in two cases (cases 9 and 12) of 16 posterior communicating aneurysms the sac was unchanged after common carotid ligation and in one (case 14) it was changed in shape but no smaller.
It appears likely that the presence of a posterior communicating artery of appreciable size, i.e., visible on an angiogram, may have some influence on the response of such aneurysms to carotid ligation. Thus in the six cases (cases 1, 2, 3, 4, 5, 7) in which the aneurysms, after common carotid ligation, were either very much reduced in size or appeared to have thrombosed completely, no posterior communicating artery had been demonstrated at the original angiography. In six cases in which the posterior communicating artery filled in the original angiograms, the aneurysm was reduced in size only moderately (cases 11, 13, 15) or not at all (9, 12, 14 1, 2, 3, 5, 6, 7, 10, 12, 13, 16, 22, 24 , and 25 the opposite carotid artery dominates, in varying degree, the anterior cerebral-anterior communicating complex of both sides, as might be expected; and reversal of flow in the first part of the anterior cerebral artery on the ligated side is presumed responsible in large part for supplying the middle cerebral field. Unfortunately in this series, Townes' view being considered of minor interest at the time of check angiography, proof is lacking (except in case 7) that the proximal anterior cerebral arterial flow is reversed and remains so when the steady state is reached. In eight cases (cases 4, 9, 11, 14, 15, 17, 18, 21 ) the ipsilateral anterior cerebral flow has either not been reversed or is reversed so feebly that the forcible injection of contrast has influenced it. In cases 11, 14, and 15 it seems that the flow has been reversed in the posterior communicating artery rather than in the anterior.
The ophthalmic artery is well filled by contrast at the original angiography in nine cases (cases 2, 4, 8, 15, 17, 18, 19, 20, and 22) , and in eight of these is as easily visible in the check angiograms, after common carotid ligation, indicating that flow in it is still in a forward direction. Only in case 22 is the flow apparently reversed after common carotid ligation, filling at the first angiography and not at the second. This suggests that the point at which the arterial blood pressure is lowest, after common carotid ligation, is on the face more commonly than within the cranium.
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